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Forty-six female patients with pseudoseizures were compared with 50 female patients referrbd to a psychiatric 
outpatient clinic. Patients with convulsive pseudoseizures were more likely to be single and childless. An 
abnormal EEG was more frequently reported in patients with convulsive pseudoseizures, contributing to their 
earlier diagnosis of epilepsy. The defence mechanisms of patients with convulsive pseudoseizures u ing the 
Defense Mechanisms Inventory (DMI) were particularly characterized by higher scores on the 'reversal' scale 
and lower scores on the 'turning against self' scale. Mood disorders were more common in general psychiatric 
patients, while one-third of convulsive pseudoseizure patients did not complain of psychiatric symptoms. 
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INTRODUCTION 
The term pseudoseizure is difficult to define, 
but usually implies that the patient is uncon- 
sciously (or at least never fully consciously) 
simulating epileptic seizures. Betts and Boden 1 
proposed the term non-epileptic attack dis- 
order (NEAD) as an alternative and less pejor- 
ative defined as: a sudden disruptive change in 
a person's behaviour, which is usually time 
limited, and resembles, or is mistaken for epi- 
lepsy, but which does not have the character- 
istic electrophysiological ictal changes in the 
brain detectable by electroencephalography 
which accompanies a true epileptic seizure. 
Pseudoseizures are relatively common in 
both specialist epilepsy clinics and general 
practice. Ramani 2 was able to detect pseudo- 
seizures using intensive clinical and electro- 
physiological monitoring in up to 20% of 
patients attending a specialist clinic for severe 
and intractable pilepsy. Sander et al 3 showed 
that some 28% of patients uspected of having 
epilepsy either did not have it or the diagnosis 
could not be substantiated, at least in the short 
term. 
Of the common medical disorders epilepsy is 
perhaps one of the most difficult to diagnose. 
Clinicians have to rely on the history and a 
witness account that is usually retrospective 
and subjective. Electroencephalography (EEG) 
is the only ancillary method for diagnosis, but 
the interpretation may sometimes complicate 
rather than clarify the issue. Inter-ictal EEG 
may be normal in patients with epilepsy, while 
an abnormal EEG is often reported in normal 
people or those suffering from other parox- 
ysmal disorders. The interpretation of EEG is 
often carried out by neurophysiologists who 
may not be directly involved in the clinical 
care of patients, while the clinicians are often 
not aware of the diagnostic significance of any 
abnormal changes reported. Hence it is under- 
standable that many patients who do not have 
a genuine seizure disorder are given a fixed 
label that is difficult to remove. Another ad- 
ditional factor for overdiagnosing epilepsy is 
the presence of relatively effective anticonvul- 
sant drugs, which can be readily prescribed 
irrespective of the fact that the psychosocial 
consequences of the label of epilepsy are enor- 
mous. Pseudoseizures may also occur in 
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patients who already suffer from epilepsy, 
which complicates the diagnosis further and 
may lead to the introduction of polypharmacy. 
The diagnosis of epilepsy does not rest on 
differentiating epileptic seizures from pseudo- 
seizures only, but also in excluding other 
paroxysmal neurological, cardiovascular and 
endocrine disorders. The latter is usually done 
at an early stage in the management process, 
and so does not pose a serious problem clini- 
cally. Consequently, the diagnosis of pseudo- 
seizures is reached after the exclusion of others 
and rarely established as the main diagnosis at 
the outset. A contributing factor to this 
phenomenon is the current unpopularity ofthe 
concept of hysteria. However, the extra care 
taken in diagnosing pseudoseizures more 
recently has improved the diagnostic accuracy 
and revived interest in the concept of hysteri- 
cal mechanisms in such patients 4.
Most patients uffering from pseudoseizures 
can most usefully be classified as having hys- 
teria under the International Classification of 
Diseases (ICD 9) 5 or conversion disorder using 
the Diagnostic and Statistical Manual (DSM 
IIIR) 6. However, such diagnostic ategories, on 
their own, tell us comparatively ittle about 
the management of people presenting with 
pseudoseizures. In order to explore this further 
we therefore compared the social correlates, 
psychodynamics, cognitive behavioural im- 
pairment and the presence of other psychiatric 
morbidity in patients with convulsive pseudo- 
seizures and people referred for assessment a
a general psychiatric outpatient clinic. 
METHODS 
Social 
The two groups were compared with respect to 
age, social class (manual, non-manual), mari- 
tal status, number of children, employment, 
education (qualification refers to O levels or 
higher certificate). 
Psychodynamic 
All the subjects were asked to complete the 
Defence Mechanisms Inventory (DMI) 7. The 
DMI is a paper and pencil test that measures 
the relative strength of five defence clusters 
defined as turning against he self (TAS), turn- 
ing against he object (TAO, including identifi- 
cation with the aggressor and displacement), 
projection (PRO), reversal (REV, including 
negation, denial, reaction formation and 
repression) and principalization (PRN, includ- 
ing intellectualization, isolation and ration- 
alization). It uses hypothetical conflictual 
situations presented in 10 vignettes. The sub- 
ject is then asked to answer four questions each 
with five answers and choose the most likely 
and least likely response. The four questions 
are concerned With individual actual behav- 
iour, fantasy behaviour, thoughts and emo- 
tions. The reliability estimates for the DMI 
ranges between 0.61 and 0.82. The DMI has 
been extensively validated with respect o its 
classification system, defence patterns and in- 
dividual scales. All patients had extensive 
clinical interviews and inquiries were also 
made of past sexual abuse. 
The subjects consisted of 46 consecutive 
referrals of female patients with convulsive 
pseudoseizures and 50 consecutive female 
referrals to a general psychiatric outpatient 
clinic. The initial diagnosis of pseudoseizures 
was suggested by the referring neurologist, 
and subsequently confirmed by further clinical 
observation and electroencephalographic 
investigations including ambulatory EEG 
monitoring, and serum prolactin levels follow- 
ing a convulsive seizure. Patients suffering 
from psychosis were excluded from the study as 
well as those suffering from genuine seizure 
disorder. The two groups were compared with 
regards to the variables listed below. 
Mood 
All the subjects completed the Beck Depression 
Inventory (BDI) s, a self-rating scale which 
provides a quantitative assessment of any de- 
pressive illness. 
Psychiatric disorder 
All subjects were assessed using Structured 
Clinical Interview for the DSM IIIR (SCID) 9' lo. 
Their past medical and psychiatric history, 
family histoiT and EEG records were obtained 
from the clinical notes. 
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Table I : Sociodemographic variables, psychiatric history, family history and BDI scores in the general psychiatric patients and 
pseudoseizure patients 
General patients total no. Pseudoseizure patients total no. Chi-square 
(%) (%) d.f. = 1 
Married 27 (54%) 8 (17.4%) 13.9 
P = 0.00 
Having children 31 (62%) 7 (15.2%) 21.93 
P = 0.00 
Educational qualifications 28 (56%) 13 (28.3%) 7.6 
P = 0.01 
Manual social class 28 (56%) 28 (60.9%) 0.23 
P = 0.50 
History of alleged sexual abuse 4 (8%) 4 (8.7%) 0.02 
P = 0.90 
Employed 24 (48%) 19 (41.3%) 0.43 
P = 0.50 
Psychiatric family history 21 (42%) 14 (30.4%) 1.38 
P = 0.10 
Past psychiatric history 27 (54%) 15 (32.6%) 0.79 
P = 0.25 
Moderate--severe BDI score 35 (70%} 11 (24%) 20.39 
P = 0.00 
Abnormal EEG 4 (8%) 9 (19.6%) 5.7 
P = 0.03 
Family history of epilepsy 2 (4%) 8 (17.4%) 4.8 
P = 0.05 
Table 2: DMI scores in the general psychiatric patients and pseudoseizure patients 
General patients mean Pseudoseizure patients mean 95% confidence interval Two sample t-test, P
(S.D.) (S.D.) 
TAO 58.1 (9.1) 53.3 (12.9) (0.3, 9.4) 0.04 
PRO 56.5 (9.9) 52.0 (9.8) (0.5, 8.5) 0.03 
PRIN 37.7 (11.7) 41.3 (9.9) (-8.0, 0.8) 0.11 
TAS 61.0 (16.2) 45.3 (13.9) (9.6, 21.8) 0.000 
REV 37.7 (9.2) 54.5 (14.1) (-21.1 -12) 0.000 
Data analysis 
The two groups were compared using the two 
sample t-test for continuous variables (age, 
DMI), and chi-square analysis of categorical 
variables (other variables) in statworks pack- 
age. The ipsative nature of the DMI was 
adjusted by converting raw scores to standard 
scores using the norms of Ihilevich and 
Gleser v. This conversion results in a 'norma- 
tive ipsative' score 11 that is not formally ipsa- 
tive, in that the sum of scores for each person is 
not a constant. 
RESULTS 
The mean age for the general patients was 32 
years (S.D. = 9.1) and 29.1 years (S.D. = 8.2) 
for the pseudoseizure patients. There was 
found to be no difference in the age, social 
class, employment and history of past sexual 
abuse between general psychiatric outpatients 
and patients with convulsive pseudoseizures. 
Patients with convulsive pseudoseizures were 
more likely to be single (×2 = 13.9, d.f. = 1, P = 
0.00), but less likely to have children (×2 = 
21.93, d.f. = 1, P = 0.00), and to have edu- 
cational qualifications (×2 = 7.6, d.f. = 1, P = 
0.01 compared to the general psychiatric 
patients (Table 1). 
The mean values (S.D.) of the five DMI clus- 
ters for the two groups are summarized in 
Table 2. However, patients with convulsive 
pseudoseizures scored significantly differently 
on four clusters with lower turning against 
others 1(TAG) score (P = 0.04), lower projection 
(PRO) score (P = 0.03), lower turning against 
self (TAS) score (P - 0.000), and higher rever- 
sal (REV) score (P = 0.000). The results are 
illustrated in Fig. 1. 
The number of patients with standard EEGs 
reported as abnormal was four in the general 
psychiatric patients (8%) compared to nine 
(19.6%) in the convulsive group (×2 = 5.7, 
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Fig. 1 : Defensive styles in the general psychiatric patients 
and pseudoseizure patients.-El-, general;-~)--, 
pseudoseizure. 
reported were non-specific slow waves with 
occasional sharp waves, none of which were 
diagnostic of'epilepsy. Family history of epi- 
lepsy was also more likely to be reported in 
patients with pseudoseizures (×2 = 4.8, d.f. = 1, 
P = 0.05) compared to the general patients. 
However, both groups were similar with 
regards to the family history of mental illness 
as well as past psychiatric history (Table 1). 
Forty-three (54%) patients presenting to the 
general psychiatric outpatient clinic were 
either suffering from a major depressive illness 
or dysthymia (Table 3) compared to seven 
Table 3: Psychiatric diagnoses in the general psychiatric 
patients and pseudoseizure patients 
Axis  I d iagnosis  General  Pseudoseizure 
×2 = 37.3, d.f. = 6, pat ients pat ients  
P = 0.00 no. (%) no. (%) 
Mood disorders 27 (54%) 7 ( 15.2% )
Anx iety  disorders 16 (32%) 5 (10.9%) 
Dissociative disorder 1 (2%) 5 (10.9%) 
Somat izat ion disorders 3 (6%) 8 (17.4%) 
Substance abuse 1 (2%) 1 (2.2%) 
Fact i t ious disorders 0 5 (10.9%) 
None 2 (4%) 15 (32.6%) 
Axis II d iagnosis 
X 2 = 6, d.f. = 3, 
P = 0.10 
Anx ious  7 (14%) 6 (13%) 
Compuls ive 4 (8%) 0 
Borderl ine 2 (4%) 6 (13%) 
Antisocial  1 (2%) 1 (2.2%) 
(15.2%) in convulsive pseudoseizure patients. 
Anxiety disorders (panic disorder with or with- 
out agoraphobia, generalized anxiety disorder, 
post-traumatic stress disorder, obsessive com- 
pulsive disorder) were also more prevalent in 
the general group, and were detected in 16 
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(32%) patients compared to five (10.9%) 
patients in the pseudoseizure group. Factitious 
disorder was present in five pseudoseizure 
patients and no psychiatric disorder could be 
elicited using the SCID in 15 (32.6%) patients 
with convulsive pseudoseizures compared to 
only two general psychiatric patients. The 
differential distribution of psychiatric dis- 
orders (axis I, DSM IIIR) was highly signifi- 
cant in the two groups (×2 = 37.3, d.f. = 6, P = 
0.00). The results with regards to personality 
disorder (axis II, DSM IIIR) are summarized in
Table 3, and are not significant (X 2 = 6, d.f. = 2, 
P = 0.1). 
DISCUSSION 
We have compared a series of patients with 
convulsive pseudoseizures with a series of 
general psychiatric patients in a variety of 
socio-demographic, linical descriptive, and 
psychodynamic markers in order to explore the 
defining characteristics of patients with con- 
vulsive pseudoseizures. A diagnosis of pseudo- 
seizure in clinical practice simply means that 
the patient does not suffer from a seizure dis- 
order or epilepsy. However, patients who suffer 
from a seizure disorder are not immune from 
pseudoseizures and this complicates their man- 
agement to a greater extent. Substituting the 
term pseudoseizure with non-epileptic attack 
disorder also emphasizes its link with epilepsy 
and could be equally unhelpful. Patients with 
pseudoseizures suffer from a psychiatric dis- 
order, namely a somatoform or conversion dis- 
order (DSM IIIR) or hysteria (ICD 9), which 
could be primary or secondary to other psychi- 
atric disorders. Emphasizing the psychiatric 
nature of the disorder provides a positive 
approach to the diagnosis and management of 
patients rather than using terms that avoid 
the psychogenic basis of the disease. 
The erroneous diagnosis of epilepsy in 
patients with convulsive pseudoseizures was 
made by a variety of professionals including 
psychiatrists, general physicians and neurol- 
ogists which reflect he difficulties encountered 
in making an initial positive diagnosis of 
pseudoseizures. One of the main factors in 
diagnosing convulsive pseudoseizures could be 
the non-specific EEG abnormalities that might 
be interpreted as abnormal. Inter-ictal spike is 
the hallmark of epilepsy, and was absent in all 
the abnormal EEGs of patients with pseudo- 
seizures in this study. Clinical evaluation of an 
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individual with presumed epilepsy is almost 
unthinkable without an EEG. Since it is a 
function-oriented test, the EEG is ideally 
suited to demonstrate paroxysmal abnormali- 
ties. It is not a diagnostic tool for epilepsy, but 
the occurrence of a normal inter-ictal EEG in a 
patient referred because of epileptic seizures is 
sometimes viewed with circumspection. 
Bickford 12 found that a normal EEG excludes 
epilepsy in 70% of patients without activation 
and 90% with activation. Hughes and 
Gruener 13, reporting from a laboratory of 
highest expertise, found 300 abnormal (84%) 
and 58 normal (16%) records in patients con- 
sidered to have seizures. Folow-up studies 
revealed that 28 of the 58 patients with normal 
records were eventually found to have no seiz- 
ures, and only nine (2.5%) proved to have defi- 
nite epileptic seizures. However, paroxysmal 
EEG discharges may occur in a substantial 
number of patients who do not suffer from an 
epileptic seizure disorder 14. Patients with func- 
tional disorders not infrequently have minor 
sharp transients of more localized (mainly tem- 
poral) or diffuse character. Our results do not 
devalue the role of the EEG, but support the 
view that a non-specifically abnormal EEG in 
patients with convulsions does not mean in 
general that the diagnosis is epilepsy. The 
value of the EEG is determined by several fac- 
tors such as the technical quality of the record- 
ings, and thoroughness of EEG interpretation. 
There were significant differences in the 
social variables of patients with pseudo- 
seizures compared to general psychiatric 
patients in that they were more likely to be 
single, childless, and did not obtain an aca- 
demic qualification. However, there were no 
significant differences in their social class ori- 
gin, employment, positive family psychiatric 
history, and past psychiatric history. The 
latter observations suggest hat patients with 
convulsive pseudoseizures are equally vulner- 
able to psychiatric illness, but the form of the 
illness is probably determined by other factors 
particularly their psychodynamics. Hence we 
suggest hat the formulation of patients with 
pseudoseizures is helped by an effort to identify 
their dominant defence mechanism(s). The 
defence profile of patients with convulsive 
pseudoseizures differ from general psychiatric 
patients on four clusters of the DMI. The 
defence profile of the convulsive pseudoseizure 
group is dominated by high REV score which is 
characteristic of a repressive defence style. 
They prefer to use denial and repression to per- 
ceived threats rather than to confront and 
solve problems. Both males and females ex- 
perience few depressive cognitions or symp- 
toms and are not inclined to catastrophize 15 
which explains their relative low BDI scores 
compared to the general patients in this study. 
As outpatients they present themselves as 
pleasant, cooperative, and even-tempered 
people. They are seen by others as friendly, 
well adjusted, dependable and emotionally 
stable 15. It is not surprising that the psychi- 
atric morbidity of the convulsive pseudoseizure 
patients was not suspected and they readily 
received a diagnosis of epilepsy that continued 
for several years. The defensive style of the 
general psychiatric patients was characterized 
by high TAS score which is an intrapunitive. 
They tend to fluctuate between identifying 
with an external aggressor or with their inter- 
nalized aggressor (or superego). 
The management of patients with convulsive 
pseudoseizures is essentially psychothera- 
peutic and requires an understanding of the 
psychodynamics of the patient. Most REV 
patients do not volunteer to see a psychiatrist, 
and often come to psychotherapy under an 
external duress. They view most of their prob- 
lems as accidental or transient, and are 
inclined to show passive resistance to psycho- 
logical interpretations. It is quite essential for 
neurologists and physicians to be aware of the 
impending negative response before asking the 
patient o see a psychiatrist. Therapists need to 
recognize the avoidant responses of the patient 
in dealing with negative life circumstances 
which have interfered with their ability to 
engage in deep intimate relationships and pre- 
vented them from acquiring effective coping 
skills. With REV patients, palliative methods 
of intervention such as supportive psycho- 
therapy and relaxation are contraindicated, 
because they tend to strengthen avoidant tend- 
encies ~5. 
The association between previous sexual 
abuse and the later development of pseudo- 
seizures has been stressed by several 
authors l''6-1s and ignored by others 19'2°. 
There was no difference in previous sexual 
abuse between the two groups of our patients, 
but more controlled study examining the role 
of sexual abuse could yield different results. 
There was considerable psychiatric mor- 
bidity in the two groups. Mood disorders, which 
accounted for 50% of general psychiatric 
patients were less frequent in patients with 
pseudoseizures which explains the results of 
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the BDI. We failed to detect any other psychi- 
atric diagnosis in one-third of pseudoseizure 
patients, although the convulsive pseudo- 
seizures fulfil the DSM IIIR criteria for a con- 
version disorder. This could be explained by 
their repressive defensive style that usually 
leads to delay in seeking psychiatric help. 
Their psychiatric referral needs careful hand- 
ling by the referring physicians as well as the 
receiving psychiatrists. Nevertheless, more 
than 50% of the convulsive pseudoseizure 
patients admitted to psychological distress cat- 
egorized as mood or anxiety disorder. There 
was no difference in the prevalence of person- 
ality disorders between the two groups. 
Our study has demonstrated that patients 
with convulsive pseudoseizures have consider- 
able psychiatric morbidity. Our findings show 
that many of such patients uffer from a mood 
and/or anxiety disorder and the conversion 
symptom of a convulsion is secondary to other 
psychiatric disorders. However, one-third of 
patients with convulsive pseudoseizures do not 
have any other psychiatric symptom and hys- 
teria (ICD 9) or a conversion disorder (DSM 
IIIR) is their primary diagnosis. Their defens- 
ive profile differs from other psychiatric 
patients with excessive use of reversal which 
could explain their symptoms as well as help in 
their management. 
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